Differences were also noticed in the size and position of the growths exhibiting venous spread when compared with other cases. As a general rule cases with demonstrable venous spread were large bulky tumours with obvious extrarectal extension and most commonly situated in the upper third of the rectum. But the most interesting correlation was found between the extent of spread (as measured by the A, B and C classification of rectal cancer) and the incidence of venous spread. No instance of venous spread was found in the A cases (growth limited to rectal wall) but intravascular growth was found in 35 out of 213 B cases (growth extending to extrarectal tissues but no lymphatic metastases). It was rather surprising to find evidence of venous spread in such a large number of cases without lymphatic involvement (16-4%). Amongst the 360 cases in which the lymphatic glands contained metastases (C cases) 76 were found to show venous spread, an incidence of 21-1%. The fact that there was so little difference in the incidence of venous spread in the B and C cases proves that the invasion of the veins must take place from the primary growth and not as the result of spread from lymphatic metastases.
Signiificanice of Discovery of Growth withini Veinis
The full significance of the discovery of growth within veins can only be assessed when a series of cases such as these have been kept under observation for a period of five years or more. We hope that our records may answer this question more fully at a later date, but in the meantime we feel justified in saying that the discovery of growth within the haemorrhoidal veins is not to be taken as proof of the existence of hepatic metastases. Several of our cases have been under observation for three, four and even five years and remained in good health without clinical evidence of growth within the liver. We assumed at first that whenever carcinoma was found in the haemorrhoidal veins metastases would be found in the liver or lungs, but the results of post-mortem examinations have forced us to modify this opinion. Autopsies have been carried out in 13 of the cases where cancer cells were found in the veins and in only 3 of these were secondary deposits found in the liver. During the same period we have carried out 26 post-mortem examinations in cases where no growth was found in the veins and yet 4 of these had hepatic metastases.
Coimmi7tenzt.-Evidence of growth within the hemorrhoidal veins in an operation specimen is an indication that venous spread would certainly have taken place eventually if the operation had not been performed but is not to be taken as proof that spread to the liver or lungs has already occurred. Terminal Ileostomy for Idiopathic Ulcerative Colitis. -RUPERT CORBETT, M.Ch.
This case was referred to in the discussion on surgical treatment of idiopathic ulcerative colitis in the Section in May 1940 (Proceedinzgs, 33, 647 (Sect. Proct. 11) .
The patient, female, aged 28, had this operation performed just over five years ago. The onset of the disease was in September 1934. An appendicostomv was performed in December of that year. Medical treatment including numerous blood transfusions was given, but she became worse, and was bedridden, having to lie on a rubber bed-pan alwvays. In March 1936, the terminal ileostomy was established. A dramatic recovery followed and in three months she had doubled her weight and was leading a normal life again. Now she is very fit and doing war work, and stated that she forgot she had an ileostomy. She has an unrestricted diet and takes a small amount of ferri redactum with her meals, keeping her motions dark to avoid soreness of the skin. A belt incorporating a box is worn with comfort, being emptied twice a day, morning and night. There is practically no discharge from the rectum. 
